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Letters to Editor imaging modality for diagnosing spinal meningiomas. It clearly delineates the level of the tumor and its relation to the cord, which is useful in planning surgery. [7] Surgery is the preferred treatment in cases of spinal meningiomas. Complete resection is possible in most of the cases and is associated with good postoperative functional improvement. [5] [6] [7] [8] This emphasises the need for an early diagnosis and an early referral to a neurosurgical center. Recurrence of the tumor is rare, and in most series the reported rate of recurrence ranged from 3.1-14.7%. [5] [6] [7] [8] Radiosurgery should be considered for the exceptional cases involving recurrent and symptomatic spinal meningiomas.
Giant solitary fibrous tumor of the middle cranial fossa
Sir, A 33-year-old lady presented with progressive diplopia, left hemifacial numbness, and left side chewing difficulty of eight years duration. She had also progressive decline in visual acuity in the left eye for the last two years and the decline was more rapid in the last eight months. Neurological examination revealed left primary optic atrophy, left sixth nerve palsy, hyposthesia in V1, V2, and V3 distributions on the left side, and left masseter and temporalis muscle wasting and weakness.
Magnetic resonance imaging (MRI) revealed a mass lesion in the left middle cranial fossa which was of mixed intensity on T1W and T2W sequences with heterogenous contrast enhancement [ Figure 1 ]. The mass was extending medially up to the left cavernous sinus and anteriorly up to the superior orbital fissure. Posteriorly, the lesion was extending up to the left petrous apex with compression of the left cerebral peduncle posteromedially and superiorly the lesion displaced left temporal lobe upwards with effacement of left temporal horn. MR angiogram showed complete block of the left internal carotid artery.
The patient was operated through left subtemporal intradural approach. The tumor was yellowish-white, lobulated, vascular, and moderately firm. There was a relatively good plane of cleavage. The tumor was attached at places to the dura tightly and there was erosion of temporal base. Part of the tumor was going into the infratemporal fossa. Total excision of the tumor including the involved dura was achieved and duraplasty was done [ Figure 2 ]. The postoperative course of the patient was uneventful. At six months follow-up her headache and vision improved (2/60) but there was no change in the other deficits.
Biopsy of the tissue revealed sparsely cellular areas of undulating spindle-shaped tumor cells with oval, mildly anisomorphic nuclei and course chromatin. The tumor cells were disposed in poorly formed vesicles on a collagenous background with small vascular channels Meningeal solitary fibrous tumor (SFT) is a rare tumor and is different from fibroblastic meningiomas (FM) and hemangiopericytoma (HPC). SFTs account for 0.09% of all meningeal tumors. [1] [2] [3] Compared to meningiomas the SFTs show a predilection for the posterior fossa and spine. [1, 2] Most of these tumors are benign, however, local recurrence have been reported. [3] Gengler and Guillou [4] in a review described SFT as one of the HPClike tumor of meninges. [4] Differentiation of SFT from HPC is essential because of the therapeutic implications. HPC is a dural-based aggressive mesenchymal tumor and 15-year recurrence rate is 76%. [5] Postoperative radiotherapy therefore is indicated in patients with HCP, whereas the SFTs present a benign clinical course similar to meningiomas and do not recur unless subtotally resected. [2, 3] We reported this case of giant SFT of middle cranial fossa because of many unusual features: Rare location, local aggression, and bony erosion. The other unusual feature was internal carotid artery block. Although aggressive looking on imaging, it could be totally excised.
